CONTEXT: Few nationally representative studies have examined the prevalence and predictors of emergency contraception use or of receipt of counseling about the method. The impact of the U.S. Food and Drug Administration's 2006 approval of behind-the-counter sales of the method to women aged 18 and older remains to be seen; therefore, understanding patterns of use and counseling before the 2006 policy change is necessary to assess its impact.
Unintended pregnancy is especially common among women who are younger than 25, have less than a high school education or are low-income. 2 Emergency contraception, a safe and effective method of preventing pregnancy after an episode of unprotected sex or contraceptive failure, 3 is an important component of a comprehensive approach to preventing unintended pregnancies. A 1992 model projected that if emergency contraception were used after all contraceptive failures, 50% of unintended pregnancies and 60-70% of abortions would be prevented. 4 Although this projection has not yet been realized, 5, 6 use of emergency contraception is estimated to have prevented 51,000 abortions in 2000. 7 Several prominent medical organizations have recommended that counseling regarding emergency contraception be incorporated into routine health care provider visits, [8] [9] [10] [11] but research describing the extent to which these recommendations are followed nationwide is lacking. A few studies have assessed receipt of emergency contraception counseling in select populations. In rural North Carolina, 16% of women visiting medical clinics reported ever having discussed emergency contraception with a health care provider. 12 In a study of university students in North Carolina, 23% of women, and 34% of those who had had a gynecologic examination in the past year, reported having discussed emergency contraception with their provider. 13 In contrast, only 10% of women aged 18-45 who visited a general internal medicine clinic in Pittsburgh reported receipt of physician counseling on emergency contraception in the past year. 14 In Massachusetts, 25% of women living in a socioeconomically and ethnically heterogeneous neighborhood of Boston reported that they had ever discussed emergency contraception with a health care provider. 15 Only two studies have examined use of emergency contraception by U.S. women in nationally representative samples, and both of these collected data before 1998, when the Food and Drug Administration (FDA) approved the first dedicated emergency contraception product in the United States. One reported that in 1994, 1% of women aged 18 and older had ever used emergency contraception; 16 While the 2002 cycle of the NSFG collected a substantial amount of data about emergency contraception, the only published analyses that we are aware of have been summary statistics in which emergency contraception has been included in descriptions of use of various methods of birth control or in which use has been shown according to women's age, race or ethnicity. [23] [24] [25] To update the U.S. literature related to emergency contraception and to facilitate future analyses of the impact of over-the-counter access to the method, this study aimed . †Weighted to reflect the U.S. female civilian noninstitutional population of the United States. ‡Includes part-time workers and workers on temporary leave from full-time work for disability, illness or maternity reasons. §Injectable, implant or IUD. † †Based on respondents who reported ever having had intercourse with a male (N=6,780). Notes: na=not applicable. ref=reference group. Because of missing data, denominators are reduced for abortion history (4, 945) , condom use (6,780), visit with a gynecologist (7,639) and receipt of counseling (7, 635) .
to estimate the prevalence of counseling about and use of emergency contraception, to describe the relationship between receipt of counseling and use of the method, and to identify demographic and reproductive health characteristics associated with receipt of counseling about and use of emergency contraception among U.S. women of reproductive age in 2002.
METHODS
Data were drawn from the female respondent questionnaire in the 2002 NSFG, which included a representative sample of 7,643 U.S. women aged 15-44 in the civilian, noninstitutionalized, household population. Respondents completed face-to-face interviews that used computer-assisted personal interviewing methods to collect information on their demographic characteristics, marital and cohabitation history, fecundity, pregnancy and adoption history, birth expectations, pregnancy wantedness, and use of family planning services and contraception. Detailed information on the survey methodology, as well as on the sampling design, estimation procedures and variance estimation, has been published elsewhere. 26, 27 In this study, we examined all variables associated with emergency contraception and all demographic and reproductive health data collected by the 2002 NSFG. All data coded as ''refusal'' or ''don't know'' were recoded as missing, as suggested by the survey's user's guide. 28 All respondents were considered to be potential recipients of emergency contraception counseling; all those who reported ever having had sexual intercourse with a male were considered potential users of the method. In addition, we examined receipt of emergency contraception counseling among women who had seen a gynecologist in the last year. The NSFG did not assess whether women had seen other types of clinicians in the last year. For all categorical predictors of emergency contraception counseling and use, we conducted chi-square and logistic regression analyses. Variables that were significant at p<0.1 in bivariate analyses were entered into two multivariable logistic regression models, which considered the weighting and stratification of the data in the survey analysis function. Receipt of emergency contraception counseling in the past year was the dependent variable in the first model, and ever-use was the dependent variable in the second model. Following each iteration of a stepwise elimination regression process, each independent variable with p>0.1 was tested to determine if its inclusion affected the model. If the test was not significant at p<.05, the variable was omitted from the model. The counseling model included age, race, ethnicity, marital status, age at first sexual intercourse, work status and history of abortion; the use model included age, education, marital status, age at first sex, history of abortion and receipt of emergency contraception counseling. For each model, we report odds ratios and their 95% confidence intervals.
All analyses were conducted using the survey function within STATA (version 9.1) to account for weighting necessary for the NSFG's use of a multistage probability sample. This study was approved by the institutional review board at the University of Pittsburgh.
RESULTS

Descriptive Findings
Of the 7,643 women interviewed for the 2002 NSFG, 7,635 responded to the question ''In the past 12 months, have you received counseling or information about emergency contraception or the 'morning-after pill'?'' The remaining eight respondents, who were coded as ''refusal'' or ''don't know'' by the interviewers, were omitted from this analysis. A total of 6,785 respondents indicated that they had ever had sexual intercourse with a male and responded to the question ''Have you ever used 'morning-after' pills or emergency contraception?'' Five of these were coded as ''refusal'' or ''don't know'' by the interviewers and were omitted from this analysis.
Overall, almost half of respondents were younger than 30 (Table 1) . Most were white (77%) and non-Hispanic (85%), had at least a high school education (79%) and were working at least part-time (67%). Two-thirds of respondents had been pregnant at least once.
Only 3% of all respondents indicated that they had received counseling about emergency contraception from a health care provider in the past year. The proportion was about the same-4%-even among the 67% of women who reported having seen a gynecologist for a Pap smear or pelvic examination in the last 12 months. Overall, 4% of respondents who reported ever having had sex with a male partner said that they had ever used emergency contraception.
The majority of women who reported ever having used emergency contraception said they had used it only once (73%). Similar proportions of ever-users attributed their use to worry that their regular method had not worked (39%) and to nonuse of any other form of birth control (43%). One-quarter of women who reported ever having used emergency contraception indicated that they had received a prescription for the method in the past year.
Of ever-users who reported both that they had received emergency contraception pills or a prescription for the method in the past 12 months and that they had visited a health care provider during this time, the most common source for emergency contraception services was a family planning or Planned Parenthood clinic (42%). Less frequently used sources were private doctors' offices (20%), community clinics or schools (20%), HMOs (6%), hospital outpatient centers (6%), urgent care or walk-in facilities (2%) and other locations (5%).
Among ever-users of emergency contraception who reported both having received counseling about the method in the past 12 months and having visited a health care provider during this time, 36% had had their counseling at a community health center, school or work clinic. Similar proportions had received counseling at a family planning or Planned Parenthood clinic (27%) and at a private doctor's office (26%). The rest had received counseling at a hospital (6%), an HMO (2%), an urgent care facility or walk-in clinic (1%) or some other location (2%).
Emergency Contraception Counseling and Use
In bivariate analyses (Table 1) , women aged 30 or older were less likely than 15-17-year-olds to report having received counseling about emergency contraception in the past year or ever having used the method. Receipt of counseling was more likely among Hispanic and evermarried women than among their non-Hispanic and never-married counterparts. Ever-married women also were more likely than never-married women to report having used the method.
At the bivariate level, reproductive characteristics were closely related to both outcomes. The likelihood of having received emergency contraception counseling in the past year was elevated among women who had had at least one male partner, had ever had an abortion, had been 20 or younger at first intercourse, had never given birth, intended to give birth in the future, had seen a gynecologist in the past year or had ever used emergency contraception. The odds of ever having used emergency contraception were raised among women who had had more than one male partner, had ever had an abortion, had been teenagers at first intercourse, had never given birth, intended to give birth in the future, had ever used a condom, had ever used hormonal contraceptives or had received counseling about emergency contraception in the past year.
In multivariable analyses (Table 2) , women aged 30 or older had lower odds than those aged 15-17 of having received emergency contraception counseling (odds ratio, 0.2), and those who had first had intercourse before age 15 had reduced odds as compared with those who had been in their early 20s (0.5). The odds of this outcome were higher among black women than among whites (2.6) and were elevated among Hispanics (4.1), ever-married women (2.4) and women who had had an abortion (1.9).
The likelihood of ever-use of emergency contraception (Table 3 ) was elevated among college-graduates, evermarried women, those who had been teenagers at first intercourse and those who had had an abortion (odds ratios, 2.0-4.0). Even after adjusting for these characteristics, however, women who had been counseled by a clinician about emergency contraception in the last year were considerably more likely than others ever to have used the method (11.7). DISCUSSION U.S. women who said in 2002 that they had ever used emergency contraception were significantly more likely than women who had never used the method to have received counseling about it in the last 12 months. Unfortunately, however, even women who had recently undergone a pelvic examination were unlikely to have received counseling about emergency contraception from their clinician, and the prevalence of use was far below the documented prevalence of unintended pregnancy 2 or abortion. 29 Our analysis cannot determine a causal relationship between women's receipt of counseling about emergency contraception and use of the method. However, the strong relationship between these two outcomes implies that clinicians can play a pivotal role in informing women about the existence and appropriate use of emergency contraception, and that counseling will likely continue to be important even though the medication is available without a prescription for certain populations of women.
The prevalence of ever-use of emergency contraception increased from 1% in 1995 17 to 4% in 2002. Several factors likely contributed to the change, including the FDA's approval of two dedicated emergency contraception products, the introduction of pharmacy access to emergency contraception in some states and media coverage of the debate surrounding over-the-counter status for the method. Despite these positive developments, the prevalence of ever-use of emergency contraception in the United States in 2002 was far below the 12% reported among British women in 1996. 23 This finding is troubling, given the comparatively high rate of unintended pregnancy in the United States. Emergency contraception's status as a prescription medication in 2002 (except in Washington State and California, where women could access the method directly from pharmacies beginning in 1997 and 2002, respectively) may help explain why counseling was the strongest predictor of use, even after adjustment for several demographic and reproductive health characteristics. However, clinician counseling likely will remain relevant even after women are able to obtain emergency contraception without a prescription, because without counseling or major media campaigns, many women may remain unaware of the change. 30 While clinicians are often challenged by the need to prioritize possible preventive health interventions, 31 the majority of U.S. women at risk for unplanned pregnancies rely on health professionals for information on birth control, 16 and brief clinician counseling is important in promoting other health-related behaviors. 32 Therefore, the prevalence and societal costs of unintended pregnancy and abortion suggest that emergency contraception counseling should be a priority. Our study sheds light on the overall contraceptive behavior of emergency contraception users and helps refute the popular misconception that when emergency contraception is readily available, women substitute its use for the use of routine contraception. The majority of NSFG respondents who had ever used the method said that they had done so only once; this finding is consistent with results of several other studies. [33] [34] [35] [36] Furthermore, use of emergency contraception was about equally attributable to contraceptive failure and nonuse. Finally, at the multivariable level, women's use of regular methods did not predict their use of emergency contraception; data from France support this finding, 22 although a British study indicates that emergency contraception use is associated with the use of condoms rather than hormonal contraception. 23 Several limitations are inherent in the analysis of crosssectional data from a national sample. No temporal relationship can be established between variables, rendering interpretation of some of these findings challenging. For example, emergency contraception use was measured over a lifetime, while receipt of counseling was assessed solely for the past 12 months; it is impossible to determine whether counseling preceded or followed use. Furthermore, women who had used emergency contraception may have been more likely than never-users to remember having been counseled about it by a health care provider.
Similarly, it is impossible to determine whether the association between abortion and ever-use of emergency contraception reflects that women obtaining abortions often are counseled about emergency contraception and use it subsequently or if use occurred prior to abortion. Finally, abortion statistics in national data sets, including the NSFG, should always be interpreted with caution because of high levels of underreporting. 37 To the best of our knowledge, this study provides the most current national data on receipt of counseling about and use of emergency contraception. However, several societal changes that have occurred since the 2002 NSFG will likely affect use of emergency contraception in the United States, particularly the 2006 shift in the method's status from prescription-only to behind-the-counter for women aged 18 and older. However, because emergency contraception remains available only by prescription for women younger than 18, clinician counseling on the method will likely remain an integral strategy for increasing its use in this high-risk population.
If U.S. women's use of emergency contraception is to increase, they must be aware that this method exists, feel it is safe and effective, and know how to access it in a timely fashion. Each of these aspects warrants further research attention. Given the time pressures within which clinicians frequently work, as well as the competing demands on their time to address multiple preventive health topics, efforts are needed to explore alternative ways of delivering counseling. Initiatives to increase emergency contraception knowledge outside clinical settings should be expanded to include the media and other broad-based educational efforts to reach women at high risk for unintended pregnancy who typically receive reproductive health information from their clinicians. Recognizing that a significant proportion of women who use emergency contraception do so because they are concerned about the possibility of contraceptive failure, efforts to increase use of this method must be coupled with efforts to increase effective use of other contraceptives. The potential for emergency contraception to significantly impact rates of unintended pregnancy and abortion has yet to be realized, but recent trends of increasing use of the method in the United States provide hope that progress-albeit slow-is being made. We are hopeful that this study will encourage clinicians to counsel their reproductive-age patients, especially those who are at high risk for unintended pregnancy, about emergency contraception.
